Once upon a time there were almoners and leeches. The former tried to look after the affairs of the incurable and, in the process, often bled them dry, whilst the latter tried to cure by drawing blood. At least there was a symbiosis of sorts. Then came Progress: people lived longerin the North. Some said this was due to science, others to the onward march of civilization; a few to the fact that the rich were no longer allowed to grab everything.
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No matter; it meant that the many (rather than just the aristocracy) were now living and suffering longer so that simple medicine of the leeching kill and cure varietywas no longer sufficient. Hence, the rise of medical research and, as the organization of delivery became much more complicated, of health services research.
Health services research is recognized as an art: a complicated exercise for many people worrying about how different structures interact, how institutions work, how doctors and nurses interact with patients, etc. But with Western multi-national capitalism triumphant, pressures to complete work faster have increased (but this is another story). Funders wanted the simple answers yesterday; whilst most health services researchers said investigations were complicated and took time to do properly. This had a number of consequences.
First rather similar studies began to accumulate around easily definable, relatively narrow themes. Thus the stage was set for 'systematic reviews' in order to summarize findings for 'busy managers'. In turn, this allowed the medical empire to strike back through promoting a hierarchy of 'validity', with randomized control trials at the top of the tree and one-off case studies at the bottom; and so claiming that the results of some studies were of more 'value' than others. Conveniently, this led to many ignoring the problem of actually implementing any of the results and relegating the 'wider' picture to the status of 'confounding variables'. Consideration of broader issues such as access and equity became overshadowed. Even when these issues were addressed, they could not easily be subjected to systematic reviewing 'technique', because their resolution depends on local context, history and ideology.
Centre for Health Economics, University of York, York, UK A GENETIC FALLACY The proselytizers argue that evidence-based health care (EBH) arose because of the lack of evidence of effectiveness. EBH/EBM (evidence-based medicine) was therefore introduced as a method to apply the best relevant research evidence to clinical questions. Standard criticisms are that: the concept of diagnosis in EBH/EBM is too narrow and biomedical and inappropriately reduces the complexity of clinical problems1; there is too much reliance on the randomized control trial which is a simplified experimental design and is not applicable to any particular patients2; and that EBH/EBM measures only that which is measurable3 4.
Sweeney5 argues with Heath that EBM 'should sit alongside the other key generic functions of the GP . . . interpreting a patient's story, guarding against over-medicalisation and witnessing a patient's suffering'.
But, as Hunter6 argues, EBH/EBM grew in prominence at the same time as what he calls the New Public Management, which took over some of worst characteristics of the economic organization of Soviet Communism and, in particular, the emphasis on accountability from the periphery to the centre through monitoring of performance against targets. There is a substantial management literature (Smith 1993) on the pitfalls involved in implementing such schemes of 'performance indicators' (PIs) (Carr-Hill 1997).
The managerialism we have got in the National Health Service (NHS) has adopted almost exactly that form of PIs in insisting that all the activities of the health services are accountable and can be monitored in terms of performance with one rather novel exception the managers themselves7.
The whole structure of PIs depends on the quantification of activities and outcomes; but that is the difficulty in the health service. Monitoring activities is open to the kind of distortions seen elsewhere where PI schemes have been introduced with subtle changes in definition and meaning. The measurement of outcomes is not tractable-as Florence Nightingale discovered a century ago. it requires a prior ageement on what is to count as outcome before deciding on the approach to measurement. Such a prior agreement, in turn, requires multiple negotiation between groups of health care workers using different frameworks, different perspectives. Structures dissolve and one researcher's process is another one's outcome8.
There also seems to be continuous in-fighting between two subgroups: those working in a three-character language (ADL, NHP, SIP) and those working in a four-character language (DALY, QALY, SF36) with a maverick trying to corner the market with a seven-character polyglot (EUROQOL). Worse still when they talk about 'validations' and 'values', these do not have the usual meaning; the first corresponds at best to a consensus, more usually to data manipulation, and the second to some ECU amount guestimated by the modern equivalent of a mad scientistthe health care cost accountant.
The crucial underpinning of EBH/EBM (the outcome measures with which to measure effectiveness) are therefore themselves contentious. It is interesting that the UK Clearing House on Health Outcomes has closed its doors. While not wanting to denigrate or ignore the standard criticisms cited above, which rightly suggest caution in applying the results of EBH/EBM, the remainder of the paper pursues the issue of whether there are other, possibly fundamental, flaws in the approach.
HOW SYSTEMATIC ARE SYSTEMATIC REVIEWS?
There are three problems with the search engine for systematic reviews: the use of key words, ignoring the context and the limitations of database. We give an example in each case of why it is a mistake. Fallibility A classic example of the fallibility of the process is the review by the NHS Centre for Reviews and Dissemination on Concentration and Choice about volume and quality of activity in hospitals9. One of the sections is concerned with the effect of concentration of hospitals upon access to patients' access of disadvantaged groups. They quite rightly say that the majority of studies are not very good in controlling for confounders: 'Studies from the UK find evidence of distance-decay in each case . . . However, those studies poorly adjust for factors like severity and need'. But they omit a crucial study of which Trevor Sheldon, Director of the Centre for Reviews and Dissemination was a co-authorl0. The reason appears to be that, in that study, the role of access was analysed as part of the supply constraints on the utilization in hospital beds. Whilst that means that the issue of access was not the focus of the study, the coefficients obtained in the analysis are very germane. The trouble, from the point of view of the systematic reviewer, was that the study does not use access in the title or as one of the keywords which constitute the database for systematic reviewing.
Ignoring the context This is well illustrated by the arguments over the links between housing and health. The Victorian Public Health Movement successfully persuaded everyone that housing needed to be improved because of the appalling health consequences. However, despite hundreds of papers1l, the precise physiological link from fungi growth in mould to increased density of spores and the increased likelihood of respiratory symptoms has not been demonstrated. Because there is a move to resurrect a New Public Health, many authors are agonizing over this lack of proven connections12.
But, of course, from the health service point of view, that is not very relevant because, whether or not there is any physiological impact, people certainlyfeel more ill and go to the doctors more frequently, which of course, increases NHS costs13.
Limited database
The problem of limited database is illustrated by a publication from the NHS Centre for Reviews and Dissemination reviewing the factors preventing teenage pregnancy14. This review only relies on evidence from over-industrialized countries when, of course, the major studies have been undertaken by United Nations agencies implementing family planning policies within some major evaluations. But they have ignored all that material. Second, they presume without evidence and without asking any educationalist-that the effective answer is teacher-taught propaganda. But there is now considerable evidence (completely ignored by these authors) that the most appropriate way to learn about sensitive topics is from one's peers. The point is that the meaning of sex education from an adult teacher who is in charge to a child is different from learning among peers where usually-the relationships of power are horizontal not hierarchical. Hence, the development of child-to-child programmes which have been subjected to a series of evaluations in several countries15.
WHO BENEFITS Patients
The kernel of the exercise is the dissemination of information. We know that information is power; and so we are talking about relationships of power. There has to be a presumption that the better-off will benefit as always happens with new 'valued' innovations. The problem is that it will be too late to carry out a randomized control trial when the effects become evident.
Researchers
Research proposals that do not include a specific acknowledgement of randomized control trials or do not include reference to a systematic review with a big S have a lower 1 9 9 8 chance of getting funded. Again this detracts from any consideration of the wider picture which cannot be examined via a randomized control trial and where the field of search for a review cannot be defined.
THE PROGNOSIS
Of course, as its practitioners would be the first to acknowledge, the assessment of the value of EBM has to be based on evidence has it improved the practice of medicine? Unfortunately, as Buxton and Hanney have outlined (this issue, p. 2), it is not obvious how to organize a controlled trial of the impact of reviews of evidence upon the practice of medicine and upon the outcomes of that changed practice. Proselytizers can, therefore, continue, secure in the knowledge that they can always dispute (from within their own paradigm) the value of evidence produced.
Rational decision making
The presumption is that there is one correct way of looking at evidence and that practitioners should take into account the findings from that evidence. This is not a plea for postmodernism, but a recognition that decision making involving people never has been, and should not be, the mechanical application of sets of rules. Democratic decision making is a qualifier of the process as much as the product. There has to be the opportunity to participate which is denied by introducing technocratic procedures.
The virus spreads
Finally, an example of how the procedure is distorted when popularized. Hargreaves16 argues for the adoption of an evidence-based approach to teaching. But he is badly confused about the way in which EBH/EBM use evidence. Thus, he states 'much medical research is . a type of applied research, which gathers evidence about what works in what circumstance' but appears to believe that this is part of the practice of EBM when, of course, such reports would be consigned to the bottom of the evidence hierarchy the bin.
EPILOGUE
No one denies the importance of evidence: it is a sine qua non of any professional practice. But often there are no simple answers: there is a role for judgment in decision making just as in criminal law trials both prosecution and defence try to build up a convincing picture to place before the jury. However, this does not mean that lawyers or juries ignore the evidence: indeed, would it not be seen as rather silly to promote evidencebased law?
